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Curiositas: Answers
UNDERGRADUATE QUIZ
1. The appearance of a pruritic, urticated rash during pregnancy that involves peri-umbilical skin is suggestive of pemphigoid gestationis. This is an autoimmune pregnancy-associated skin disease characterised by a vesiculo-bullous eruption typically involving the periumbilical area initially but becoming more widespread. It occasionally involves the palms and soles but typically spares the face and mucous membranes. It is most common during the second and third trimesters. In the majority of cases the condition will resolve spontaneously after delivery. 75% of patients who notice an improvement during the end of pregnancy will usually experience a post-partum flare. Another differential to consider is polymorphic eruption of pregnancy (also known as pruritic, urticarial, papules and plaques of pregnancy (PUPPP)); this however, typically involves striae and spares the peri-umbilical area. Complications are rare but include premature delivery and transient blistering of the newborn. There is also a high incidence of maternal Graves' disease.
2. Skin biopsy for histology and direct immunofluorescence are essential to confirm the diagnosis along with serum testing for indirect immunofluorescence. One biopsy is taken from lesional (involved) skin for histological evaluation and typically demonstrates sub-epidermal blisters with an eosinophilpredominant infiltrate. Another skin biopsy from peri-lesional (uninvolved) skin is analysed by direct immunofluorescence, which typically demonstrates a linear band of C3 deposition along the basement membrane zone. Around 25-50% of patients may also demonstrate IgG. Antibodies can also be detected in the patient's serum (indirect immunofluorescence). These histological and immunofluorescence findings mirror those seen in bullous pemphigoid.
3. Topical corticosteroids and antihistamines are first-line agents to treat pemphigoid gestationis. For recalcitrant disease, systemic corticosteroids or steroid-sparing agents such as azathioprine or ciclosporin may be required depending on whether the pregnancy is ongoing as this may limit use of certain agents due to their teratogenicity.
J. Moradzadeh (Medical student, Queen's University Belfast), W. Abdelrahman (Specialty registrar, Department of Dermatology, Belfast Health and Social Care Trust), D. O'Kane (Consultant Dermatologist, Department of Dermatology, Belfast Health and Social Care Trust).
POSTGRADUATE QUIZ
1. The appearance of blisters on a background of purpura is in keeping with bullous vasculitis. In over 50 % of cases the cause is unknown. Infection accounts for 20% of cases, and it is important to test for hepatitis in adults or Henoch-Schönlein Purpura in children. Medications may also cause bullous vasculitis, most commonly beta-lactam antibiotics, NSAIDs and sulphonamides. Connective tissue disorders can be associated with bullous vasculitis, particularly seropositive patients with longstanding nodular disease. 5% of cases are attributed to malignancy, usually of the lymphoproliferative type such as multiple myeloma, Hodgkins disease, mycosis fungoides and adult T cell lymphoma. Inflammatory bowel disease is also associated.
2. In any patient with cutaneous vasculitis it is important to rule out systemic involvement (p/c ANCA) as this determines whether management is targeted at skin disease only or whether further specialist input is required. 
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